Monteggia fracture treated by external fixation I was delighted to see Mr Henman's report on successful management of a compound fracture in an Afghan soldier by external fixation (October 1997JRSM, pp 499-500) .
The fact that the pins were still clean after 361 days and the fracture healed without complication is a credit to careful daily attention to the apparatus.
It seems to me that the daily polishing and lubrication of the metal pins was the key to avoiding pin track infection, which plagues this method of treating fractures. By keeping the skin mobile at the point of insertion there is no tendency to skin irritation and necrosis. This may be an important lesson to all those using external fixators.
There are many circumstances when the modern instrumentation for internal fixation by intramedullary rods, compression plates or screws is not available or is inappropriate. In such a situation external fixators provide a valuable alternative, provided special care is taken to reduce the fracture accurately, distraction of the fractured bone fragments is avoided, and the wounds and pins are managed scrupulously.
In situations where expensive external fixators are not available, the insertion of threaded pins and their fixation with cement to a turnbuckle works very well. I have used this for severely comminuted fracture/ dislocation of the lower end of the radius with great success whilst working in Yellowknife (Northwest Territories of Canada) and in Bermuda. I called this the 'Macleod operation', after the hardware store from which a good selection of turnbuckles was obtained (Figure 1) 
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On returning home to Ethiopia, he wrote to say that he was very pleased with the result of this simple and inexpensive procedure. Figure 2 shows the results of the Macleod operation in another young man who sustained a comminuted intra-articular fracture of his wrist whilst working in the Northwest Territories.
Basil Grogono 5854 Gorsebrook Avenue, Halifax, Nova Scotia B3H 1 G2, Canada Transient ptosis and miosis after rugby injury Dr Impallomeni has very nicely described a case of transient ptosis and miosis after trauma sustained during a rugby match (November 1997 JRSM, pp 630-1). His main emphasis is on the possible site of the lesion. My question is, 'what was the cause of ptosis?'. Although there was bruising over the right eye and cheek and the patient could recollect no trauma to any other part, rugby is a very physical game and he might
